MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBI.IC HEALTH AND WELFAR

DO NOT WRITE Reglsrrannn Dintrict No. ____-,...318_Pr|mary Registration Dllrrld No. 1003____._.“0“"" « No. -“1-2’5 -;:’- . 1

AMENDED

ON THIS sTUB =
'_F_I_Eﬁﬁuﬂﬂ-b [/ laoa 2. USUAL RESIDENCE (Where decessed lived. I institution: Residence before
VS 300 s, COUNTY o STATE Mg b. COUNTY admision)

Rev. 4/59

b. Cé'l;f (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b <. COH: Inide Limits

TOWN St . LOlliS i TOWN St . LOU.iS Yeor & Na [J

€. FULL NAME OF {If NOT in hospltal, give location) (naide Limits d. STREET (It eutside, give location} Retide on Farm
HOSPITAL OR ADDRESS

INSTTUTION. Firmin Desloge Hospital|Y¥efd MNeO 4543 A Page YO Mo 8
3 (':ME OF _DE,CEASED Firm Middle Last 4, Dé\gE Month Day Yaar
ype of pring, . . -
Lauerencell Crooms DEATH Dec 16 1963
5. SEX 6. COLOR OR RACE 7. Married B Mever Married [J (8. DATE OF BIRTH | 9- AGE [(last birthday) | IF UNDER | YEAR IF UNDER 24 Hi
Male Negro Widowed [J Divorced [ 7/2ZA 90 5 58 Months | Days HuurlT Min.
T0s. USUAL GCCUPATION (Give kind of work dons { 105, KiND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and srate or country) | 12, CITIZEN OF WHAT COUNTRY

B, By working life. even if ratired) Krey Packing Co. | Doublin Ga U, S. A

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Alonze Crooms , Indiana Farker Annabelle Crooms
15. WAS DECEASED EVER_IN U.5. ARMED FORCES? 146. SOCIAL SECURITY NO. 17. INFORMANT Address

{Yes, no, or ynknown) | (I yax, give war or dares of sarvice} }
No : Annabelle Crooms_ . 4543 A Fage
18. CAUSE OF DEATH (Enter only une cayse per line for (a), (b), and [c). INTERVAL BETWEEN

PART 1. DEATH WAS CAUSED ” QONSET AND DEATH
. IMMEDIATE CAUSE (a) owc’ noma O‘(’ +}?€, /(—U’lg_)_t‘gé% 9”"052

Conditions, if any, DUE TO (b)

which gave rise to

above cavse (g,

atating the under-

Iying <cause ilast. DUE 10O (<)

PART 1I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10 DEATH bur ner relsted 10 the rerminal PART 111, If deceased weas  female w
diveays condirion given in PART | (a} there a pregnancy in laat 90 da

IDYH [ O Neo ] J Unkno:

19. WAS AUTOPSY | 20a, ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW IMJURY OCCURRED. (Enter neture of injury in PART I or PART 1 of irem 18.)
] a 0

PERFORMED?
YESJ® NOOJ

20c. TIME OF  Hou Month, Day, Yeor |
INJURY a.m,
[-H,.8

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in ar about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ farm, factory, street, office bldg., etc.)
-NOT WHILE AT WORK (O

« - i~ e
21. 1 attepged the deceased fro . !oMnd last 33w pi alive o : b5
mﬁj‘
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MEDICAL CERTIFICATION

cyrred at on the dale sfated above, and to rr_:e beit of my knowledge, from the causes stated,

%ow7: E‘:Iﬁ% ] Q 22%. ADDRE§ (9) 22:2.0 575| / ‘

232 7 L, CREN , S el IchMHEnY OR cwem.hoav CATION tCnv, wn, or county) - [Srate}
VAL {Specify) .

2 __Gneanumd_ﬂemetewgr St Lonis Cmmf Mo
2§eF E DIRECTOR ADRESS 25. DATE RECD. BY LOCAL !EG. STRARS ’:;Z
MMM_M— T Mo

{Licensed Embalmer‘s Statement on Reverss, $ide)

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT QF

ITEM NO.




-

) S
STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or b; - Student Embalmer No._____ -

working under my personal supervision. W
Student Signed ;57%

Signature of Student Embalmer

6185

Licensed Embalmer No.

P. ©. Address 1221 N, Grand Blwd,

Note: The above MUST BE SIGNED BY THE LICENSED EMBAI.MER in his OWN HANDWRITING (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not_embalmed, fact should be so stated above.




